INTRODUCTION AND OBJECTIVES: Available recommendations for extended lymph node dissection [eLND] at radical prostatectomy [RP] do not consider patient age, but rely on cancer characteristics only. However, for patients with limited life-expectancy, eLND might be an overtreatment. We hypothesized that limited life-expectancy of older RP candidates might dilute any beneficial effect of eLND in terms of cancer staging and outcomes. Therefore, we aimed at assessing the differential effect of age on the risk of lymph node invasion [LNI] and mortality due to cause other than prostate cancer [OCM] in order to define an age limit above which eLND might be avoided.
INTRODUCTION AND OBJECTIVES: Available recommendations for extended lymph node dissection [eLND] at radical prostatectomy [RP] do not consider patient age, but rely on cancer characteristics only. However, for patients with limited life-expectancy, eLND might be an overtreatment. We hypothesized that limited life-expectancy of older RP candidates might dilute any beneficial effect of eLND in terms of cancer staging and outcomes. Therefore, we aimed at assessing the differential effect of age on the risk of lymph node invasion [LNI] and mortality due to cause other than prostate cancer [OCM] in order to define an age limit above which eLND might be avoided.
METHODS: We included 3,906 patients diagnosed with prostate cancer and treated with RP and an anatomically defined eLND at a single Institution. Logistic and Cox regression analyses were used to compute the risk of LNI at eLND and the risk of OCM 10 years after RP. Predictors of LNI were chosen in compliance with guidelines-recommended models and were PSA, primary and secondary biopsy Gleason score and clinical stage. Predictors of OCM were age at surgery, Charlson comorbidity index [CCI] and year of surgery. Locally weighted scatterplot smoothing method was used to graphically examine the differential effect of age on the risk of LNI and OCM.
RESULTS: Median age was 65 years. LNI rate was 12%. 10year OCM rate was 5%. PSA (odd ratio [OR] 1.06; p<0.001), primary (OR 5.32; p<0.001) and secondary (OR 2.27; p<0.001) biopsy Gleason score 4 as well as clinical stage cT2 (OR 2.4; p<0.001) and cT3 (OR 3.24; p<0.001) were associated with higher LNI risk. Age (hazard ratio [HR] 1.11; p<0.001) and CCI (HR 1.28; p¼0.03) were associated with higher OCM risk. Year of surgery (HR 0.92; p<0.001) was associated with lower OCM risk. For patients aged 75 or younger, the risk of LNI (8-11%) was higher than the risk of OCM (<1-10%; Figure 1 ). Conversely, for patients aged 76 or older the risk of LNI (11-17%) was equal or lower than the risk of OCM (11-26%).
CONCLUSIONS: For RP candidates older than 75 years, the risk of OCM equals or exceeds the risk of LNI. Such relatively high risk of OCM compared to the relatively low risk of LNI casts relevant doubts on any potential benefit related to eLND at RP. These findings argue against the routine use of eLND for older patients in clinical practice. Makoto Ohori*, Tatsuo Gondo, Yosuke Hirasawa, Takeshi Hashimoto, Yoshihiro Nakagami, Rie Inoue, Takashi Nagao, Tokyo, Japan INTRODUCTION AND OBJECTIVES: Because of the spread of saturation biopsy and MRI guided needle biopsy, we may often see a cancer in transition zone (TZ). To assess whether there is a difference in prognosis in TZ and peripheral zone (PZ) prostate cancer, we studied the patients with clinically localized prostate cancers who had RARP.
Source of
METHODS: We studied retrospectively the clinical and pathological features of 404 consecutive patients with prostate cancer treated with RARP by one surgeon at Tokyo Medical University. We categorized the patients into predominantly PZ cancer, TZ cancer and both TZPZ cancer based on the area of cancer on whole-mount step sections of RARP specimens. Biochemical recurrence (BCR) was evaluated using the Kaplan-Meier method. With a Cox hazard regression analysis, we identified significant preoperative factors that predict BCR, and based on these results, we developed a nomogram to predict the non-BCR at 5 years after RARP. A concordance index was used to assess the value of a nomogram, and a calibration plot was used to compare the predicted values to actual values.
RESULTS: PZ, TZ and both cancer was identified in 64%, 33% and 3% of the patients, respectively. Non-BCR rates at 2 and 5 year for patients with PZ were 88% and 78%, respectively, compared to 97% and 97% for patients with TZ cancer (p¼0.0072). Also, none of 10 patients with both cancer had a BCR. While the frequency of positive surgical margins was similar between PZ and TZ groups (28% for both), the patients with PZ were more likely to have seminal vesicle invasion compared to patients with TZ (10% vs. 1%, p¼0.001) and to have >¼4+3/4+4 Gleason score (52% vs.40%, p¼0.37). In fact, in the absence of seminal vesicle invasion and >¼4+3/4+4 Gleason score, non-BCR rate at 3 year was 95% for patients with PZ and 99% for patients with TZ (p¼0.40). A Cox hazard regression analysis showed that zonal distribution of cancer (p¼0.004) was significantly associated with BCR after controlled with PSA, pathological stage, Gleason score and surgical margins. Based on this analysis, the postoperative momogram to predict non-BCR was constructed with an excellent concordance index of 0.89. The calibration plots also appeared to be good.
CONCLUSIONS: We concluded that the prognosis of a patient with prostate cancer is significantly more dependent upon the features of cancer in the PZ than in the TZ. Assessment of zonal distribution of cancer is important to gauge prognosis. (PCa) . Though many will be effectively cured with local therapy alone, these men are by definition at higher risk of disease recurrence. In this study, we evaluated whether a genomic signature of metastasis risk (Decipher PCa classifier) could improve pre-operative staging for predicting lymph node invasion (LNI).
METHODS: We examined 263 NCCN intermediate men treated with RP and extended template pelvic lymph node dissection (ePLND) from 2007-2015 at MD Anderson Cancer Center, Houston, Texas.
Patients were categorized into three risk groups: 1) men with N1 disease (N1), 2) men without N0, but who had either pT3 stage, RP Gleason score 8, lymphovascular invasion or tertiary Gleason 5 pattern (N0 high-risk [HR]) and 3) men with no high-risk features at RP (N0IR). Decipher scores were obtained from 263 RP specimens and 25 matching biopsy specimens. Fisher's exact test was used to compare the difference in patient risk groups. Logistic regression analysis was used to evaluate performance of Decipher for prediction of LNI. Discrimination of the Partin tables (2%) and combined model of Partin tables (2%) and Decipher (>0.6) was assessed using c-index. Concordance of biopsy and RP Decipher (low-and intermediate-vs high-risk) was also assessed.
RESULTS: Of the 263 men, 42 (16.0%), 98 (37.2%) and 123 (46.8%) men were categorized as N1, N0HR and N0IR risk groups, respectively. Partin tables classified 34/42 (81%) N1, 70/98 (71%) N0HR and 66/123 (54%) N0IR men as high clinical risk (2%) for LNI (p¼0.0012). Decipher classified 23/42 (55%) N1, 34/98 (35%) N0HR and 35/123 (29%) N0IR as high genomic risk (>0.6) for metastasis (p¼0.013). After adjusting for Partin Tables, Decipher high genomic risk had an odds ratio of 2.3 (95% CI 1.2-4.5) as a predictor of LNI (p¼0.02). Addition of Decipher to Partin Tables improved the c-index from 0.60 (95%CI 0.53-0.67) to 0.66 (95%CI 0.57-0.75). The concordance of Decipher risk groups between matched Biopsy and RP specimens was 84%.
CONCLUSIONS: Decipher may be an important adjunct tool to improve preoperative staging that may be useful for prioritizing intermediate risk patients to ePLND. Further investigation of Decipher biopsy specimens is required to validate these findings.
Source of Funding: GenomeDx Biosciences
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DECREASING OVERTREATMENT OF LOCALIZED PROSTATE CANCER WITH RADICAL PROSTATECTOMY: 10-YEAR TRENDS Ilhan Gokhan*, Tracy Han, Ghalib Jibara, Robert Qi, Judd Moul, Durham, NC INTRODUCTION AND OBJECTIVES: There has been increasing emphasis on active surveillance to limit overtreatment of prostate cancer (PC). However, the actual effect that such emphasis has on the selection of patients for radical prostatectomy (RP) has not been well studied. In this study, we investigated the trends in PC pathology at yearly intervals over the past decade to verify any changes in the RP population.
METHODS: We retrospectively reviewed information from 1034 patients who underwent open RP between October 2004 and August 2015 by a single surgeon at a high-volume tertiary care center. Information was cataloged into one-year intervals. Chi-squared, Fisher's Exact test, ANOVA, and Kruskal-Wallis test were used for data analysis.
RESULTS: There was significant in-group differences among the one-year intervals regarding pathological Gleason score (p<0.01), pathological staging (p<0.04), extracapsular extension (p <0.001), and positive margins (p¼0.0001), with trends in increasing percentages of prostate glands with adverse pathological features over time. There was significant in-group differences in Gleason upgrading (p<0.01), with decreasing pathology upgrading over time. There was significant ingroup differences in pre-RP D'Amico risk stratification over time (p<0.01). The percent of patients with pre-RP low-risk D'Amico pathology decreased from 42.9% in 2004 to 24.3% in 2009, increased to 50.9% between 2009 and 2011, then decreased again to 27.8% from 2011 to 2015. There were no significant in-group differences in age, race, or seminal vesicle invasion.
CONCLUSIONS: Over the last 10 years, we have increasingly targeted RP to patients with adverse pathology who have greater need for treatment while also reducing Gleason upgrading at RP. Our results indicate decreasing overtreatment and validate the effect that active surveillance emphasis has on changing the population undergoing RP. ; ¼pT3aN0 and RM0 ) and biochemical recurrence (BCR) were examined with preoperative risk factors (PSA cT stage, biopsy Gleason score [GS]) using multivariable logistic regression and Cox proportional hazard models, respectively. Patients were then classified according to the combination of preoperative risk factors (PSA > 20ng/mL, cT3a, biopsy GS ¼8) and probability of SCD and BCR-free survival were compared among groups.
Source of
RESULTS: SCD was observed in 139 patients (58.2%). Fiveyear BCR-free survival rate was 61.7%. Multivariable analyses identified PSA as the only independent predictor of SCD and BCR after adjustment for age and type of surgery (Table) . Based on the BCR-free survival rates for seven subgroups according to the combination of three preoperative risk factors, simple model with three subgroups were constructed, i.e., group 1: risk factor(s) other than PSA > 20ngmL; group 2: PSA > 20ng/ mL only; group 3: PSA ¼ 20ng/mL and other risk factor(s). BCR-free survival rates were significantly different among three groups (p < 0.01, Figure) . In addition, probabilities of SCD were also significantly different among groups (64.2% vs. 51.1% vs. 34.5%, p<0.01).
CONCLUSIONS: This study identified PSA as the most important preoperative risk factor in patients with high-risk prostate cancer and generated simple prognostic model according to PSAbased combination of three risk factors. Vol. 197, No. 4S, Supplement, Sunday, May 14, 2017 THE JOURNAL OF UROLOGY â e849
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